WHI Form 20 - Personal Information Ver. 4
OMB# 0925-0414 EXxp.

- Affix label here-
Date Received: e - J-L_1 1 (MDy)
Clinical Centerno: __ -~ - __
Reviewed By: | | First Name M.I.
Last Name
Contact Type: [, pPhone Visit Type: [, screening #l—
L1, Mail 1, semi-Annual e
L, visit [, Annual et
|:|8 Other [ 4 Non-Routine

OFFICE USE ONLY

Public reporting burden for this collection of information is estimated to average 10 minutes per response, including the time for reviewing instructions,
searching for existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of informationg. An
agency may not conduct or sponsor, and a person is not required to respond to a collection of information unless it is displays a currently valid OMB
control number. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for
reducing this burden, to: NIH, Project Clearance Office, 6701 Rockledge Drive, MSC 7730, Bethesda, MD 20892-7730, ATTN: PRA (xxxx-xxxx). Do not
return the completed form to this address.

Please use ink.
Your Contact Information
We would like some contact information about you, your spouse or partner, and two friends so we can
keep in touch with you over the cour se of the study. Thisinformation isvery important, so if thereare
any changes, please let us know immediately. Please print the information in the space provided or
mark the appropriate box with an " x" (X1). You do not have to answer questionsthat you don't want to
answer.

1 What isyour current full legal name?

First Ml Last

2a. What other names do you use?

First Last
2b.  What is, or was, your father’s name?

First Last
3. Under what name is your phone number listed in the phone book?

First Last
[], Not listed in phone book

4, Please provide the names of two relatives or friends, not living in your household, who are likely
to know how to contact you if we cannot contact you directly.

4.1. Name:
Address:

City State Zip Code
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Phone number: Relationship:
4.2. Name
Address:
City State Zip Code
Phone number: Relationship:

Thenext question asksfor your Social Security Number. You arenot required to give us your
number. If you give usyour Social Security Number, we will useit to help uskeep in contact with
you throughout the study. Thisinformation isbeing requested under Section 301 of the Public Health
Services Act, 42 U.S.C. 241.

5. What isyour Socia Security Number? N N NN o RN L IR N |

The next few questions about your background areimportant to help describe, in general terms, the
women who are part of thisstudy.

6. What is the highest grade in school you finished? (Mark one.)
Didn't go to school

[

Grade school (1-4 years)
Grade school (5-8 years)
Some high school (9-11 years)

N

w

N

High school diplomaor G.E.D.

)]

Vocational or training school after high school graduation
Some college or Associate Degree

~

College graduate or Baccalaureate Degree

[ee]

Some college or professional school after college graduation

©

Master's Degree
Doctora Degree (Ph.D., M.D., J.D., etc.)

=

0

Oopooooononnn

[

1

7. What isyour current job status? (Mark the onethat best describesyou. If morethan one
describesyou, mark both.)

[], Notworking

[, Retired

] , Homemaker, raising children, care of others
] . Employed (full-time or part-time)

[, Disabled, unable to work
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Other (Specify):

8. Which of the statements below best describe your job? If you are not working now, which statement best
describes your past job, that is, the job you held the longest? (If you are a homemaker, but work part-
time, you should mark both.)

L,
L],

L,

Homemaker, raising children, care of others

Managerial, professional specialty (Executive, managerial, administrative, professional
occupations. Job titles include teacher, guidance counselor, registered nurse, doctor,
lawyer, accountant, architect, computer/systems analyst, personnel manager, sales manager,
etc.)

Technical, sales, and administrative support (Technica and related support occupations,
sales, administrative support, clerical work. Job titles include computer
programmer/operator, vocational/practical nurse, dental assistant, laboratory technician,
sales clerk, cashier, receptionist, secretary, word processor, €etc.)

Service (Protective service (police, fire), health or food services, craft and repair
occupations, farming, forestry or fishing occupations. Job titles include policewoman,
nursing assi stant, teaching assistant, child care attendant, maid, cook, waitress, food service
clerk, seamstress, etc.)

Operators, fabricators, and laborers (Factory, transport, and construction work. Job
titles include factory, assembly, truck driver, construction worker, etc.)

Other (Specify):

9. What is your current marital status? (Mark the onethat best describesyou.)

N

N

00 00O

)]

Never married

Divorced or separated —> Goto Question 11 on page5.
Widowed

Presently married

Living in amarriage-like 1
relationship

9.2.

What is your husband's (partner's) legal name? (Thisinformation helps us keep in contact
with you during the study.)

The next question asksfor your husband's (or partner's) Social Security Number. You are
not required to give usthe number. If you give usthe Social Security Number, we will useit
to help uskeep in contact with you throughout the study. Thisinformation isbeing requested
under Section 301 of the Public Health Service Act, 42 U.S.C. 241.

First MI Last

What is your husband's (partner's) Social Security Number?
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10. If married or living in a marriage-like relationship, which category below best describes the
highest level of school your husband (partner) completed? (Mark one.)

Didn't go to school
Grade school (1-4 years)
Grade school (5-8 years)

[n)m

w

Some high school (9-11 years)

N

High school diplomaor G.E.D.

(&)

Vocationa or training school after high school graduation

)]

Some college or Associate Degree
College graduate or Baccalaureate Degree

[oe]

Some college or professional school after college graduation

©

Master's Degree
Doctora Degree (Ph.D., M.D., J.D., etc.)

=
o

Oopoooonn

[
[N

10.1. What isyour husband's (partner's) current job status? (Mark one. If morethan one
applies, mark both.)

Not working
Retired
Homemaker, raising children, care of others

1

2

Employed (full-time or part-time)
Disabled, unable to work
Other (Specify):

N

[&)]

OoO000

[ee]

10.2. Which statement below best describes your husband's (partner's) job? If not working now,
which one best describes your partner's last job? (See Question 8 for descriptions of
thesejobs.)

] , Homemaker, raising children, care of others
[]. Managerial, professional specialty

[]. Technical, sales, and administrative support
[, Service

[]. Operators, fabricators, and laborers

[[]. Other (Specify):
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11.  What wasthetota family income (before taxes) from all sources within your household in the last
year? (Mark theonethat isthebest guess. Thisinformation isimportant for describing the
women in the study as a group and is kept strictly confidential.)

Less than $10,000
$10,000 to $19,999
$20,000 to $34,999
$35,000 to $49,999
$50,000 to $74,999
$75,000 to $99,999
$100,000 to $149,999
$150,000 or more
Don't know

ooo

N

(&)

~

[ee]

Oooooonn

©

Your Health Care Providers

12. Do you have aclinic, doctor, nurse, or physician assistant who gives you your usual medical care?

[1,No [, Yes
N

12.1. What isthe name, address, and phone number of the clinic, doctor, nurse, or
physician assistant? (If you don't know the address, leave that part blank).

Name:
Address:

City State Zip Code

Phone Number:

12.2. Whendid you last visit this clinic or person? (Please give your best guess.)

| ] ]-1 ] ]
month year

N

Gotothe next page.
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13. Have you ever had a mammogram (X-ray of the breasts to look for cancer)?

[, No [, Yes
N

13.1. When was your last mammogram? (Please give your best guess.)

| | J-1 | ]
month year

13.2. If your last mammogram was donein the past 12 months, what is the full name and
address of the doctor, clinic, or hospital where the mammogram was done?

Name:
Address:
City State Zip Code
N/
14. Have you ever had a Pap smear (a cancer check done during afemale exam)?
[, No [, Yes
[, Don't know \Z

14.1. When wasyour last Pap smear?

L ] 1-1 ] ]
month  year

14.2. If your last one was done in the past 12 months, what is the full name
and address of the doctor, clinic, or hospital where the test was done?

Name:
Address:
City State Zip Code
14.3. Haveyou had an abnormal Pap smear in the last 3 years?
[, No [, Yes

14.4. Haveyou ever been told you had cervical dysplasia (abnormal
changes of the cervix that may or may not be early signs of cancer)?

[, No [, Yes

NV

Gotothe next page.
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15. Have you ever had atest called a "uterus biopsy," "endometrial aspiration,” or a"D and C"? (This
isdone in adoctor's office or clinic where asmall part of the lining of the uterus or womb is tested.
These tests are different from a Pap smear or a col poscopy.)

[, No [, Yes

NV

N

15.1. When did you have your last uterus biopsy, endometrial aspiration, or
D and C? (Please giveyour best guess.)

L ] ]-1 ] ]
month year

15.2. If your last one was donein the past 12 months, what is the full name and address
of the doctor, clinic, or hospital where the test was done?

Name:
Address:

City State Zip Code

The next question isbeing asked to look at how women in the study usually get their medical care
paid for and how this might affect their health.

16.  Which category or categories below best describe how you usually pay for your medical care?
(Mark all that apply.)

[

1

N

w

[&)]

6

oooooo

8

Pre-paid private insurance (for example: Health Maintenance Organization, Kaiser
Permanente, or other Group Health-type plan)

Other private insurance (for example: Blue Cross, Aetna, etc.)
Medicare

Medicaid (for example: Medical Assistance or DPA)

Military or Veterans Administration-sponsored

No insurance

Other

17. Have you served in the U.S. armed forces on active duty for a period of 180 days or more?

[, No

|:|1 Yes—> | 17.1.  Haveyou ever made use of aVA Medica Center?

[, No [, Yes

18.  What isthe date you finished thisform?

month

day year
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Thank you. Pleasetake a moment to review any questions you may have missed. Fed
freeto writeany comments here:

OFFICE USE ONLY

Form Administration

[, ser

[, eroum
[, mtervew
[, Assistance
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